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Other diagnostic, screening, preventive and rehabilitative services, 
)3, other than those provided elsewhere in this plan. 

a, t?, and d .  Such services are covered only when provided by
Rental health centers, primary care centers, and other qualified
providers, licensed in accordance with applicable state laws and  
regulations. Reimbursement for services under this authority will 
not be made when delivered in a long-term care environment as  such 
services ere reimbursable as a routine cost to the institution. 
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14.b. Nursing Facility Services for Individuals 65 or Older in 

and Institutions for Mental Diseases. 


C. 

A. Definitions: 


1. 	 "High intensity nursing care services'' means care provided to 
Medicaideligibleindividualswhomeet high intensitypatient 
status criteria which shall be equivalent to skilled nursing care 
standards under Medicare. 

2. 	 "Low intensity nursing care services" means care provided to 

Medicaideligibleindividualswhomeetlowintensitypatient 

status criteria which shall be equivalent
to the former intermedi

ate care patient status standards. 


3. 	 "Intermediatecareforthementallyretardedandpersonswith 

relatedconditionsservices"meanscareprovidedtoMedicaid 

eligible individuals who meet ICF-MR patient status criteria by

ICF-MRs participating in the Medicaid Program. 


~ 

B. Services: 

Program benefits are limited t o  eligible recipients who require nurs
ing facility care services meeting the above definitions. These ser
vicesmustbepreauthorizedandmustbereevaluatedeverysix (6)
months. If the reevaluation of care needs reveals that the patient no 
longer requires high intensity, low intensity, or intermediate care 
for the mentally retarded services and payment isno longer appropri
ate in the facility, payment shall continue for ten (10)days to per
mit orderly discharge or transfer to an appropriatelevel of care. 


All individuals receiving nursing facility care must be provided care 

in appropriately certified beds. 


TN NO. 90-36 
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The fo l lowingserv icesarepayable  by theMedicaidProgram when 
theyaremedical lynecessary and ordered by the  a t t end ing  phy
s i c i a n .  The f a c i l i t i e s  may notchargetheMedicaidrecipient 
fortheseservices .(AlsoseeAttachment  4.19-D Exhibi t  B f o r  
a de t a i l ed  exp lana t ion  of eachserv iceori tem.)  

Rout ineserv icesinc lude  a r egu la r  room ( i ft h ea t t e n d i n g  

phys ic ianorders  a p r i v a t e  room, t h ef a c i l i t yc a n n o tc h a r g e  

thefami lyorrespons ib le  par ty  any d i f f e r e n c e  i n  p r i v a t e / s e m i  

p r i v a t e  room c h a r g e s ;t h ef a c i l i t ye n t e r st h e i rc h a r g e sf o r  a 

p r i v a t e  room when b i l l i n g  M e d i c a i d ) ,  d i e t a r y  s e r v i c e s  and 

supplements ,medica lsoc ia lserv ices ,nurs ingserv ices ,the  

useofequipment and f a c i l i t i e s ,  m e d i c a l  and s u r g i c a l  s u p p l i e s ,  

podia t ryserv ices ,i temswhicharefurn ishedrout ine ly  and 


8 r e l a t i v e l yu n i f o r m l yt o  a l l  pa t i en t s ,p ros the t i cdev ices ,  and 

l aundryserv ices( inc ludinglaundryserv icesforpersonal  

c l o t h i n g  which i s  the  no rma l  wea r ing  appa re l  i n  the  f ac i l i t y ) .  


Anci l la ryserv icesarethoseforwhich  a separatecharge i s  

customari ly  made. They inc ludephys ica ltherapy ,occupat iona l  

therapy,speechtherapy,laboratoryprocedures ,x-ray,  oxygen 

andoxygen supp l i e s ,r e sp i r a to rythe rapy ,  and v e n t i l a t o r  

therapy.  


TN /I 90-36 1994 Ef fec t ive  
Supersedes Date 10- 1-90 
TN # 89-20 
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S e r v i c e s  i n  a nI n t e r m e d i a t e  Care F a c i l i t y  f o r  t h e  M e n t a l l y  R e t a r d e d  . .:(Other Than Such ServicesIn an Institution
15.a. 
for Mental Diseases) for Persons Determined, in Accordance with 

Section 1902(a)(31)(A) of The Act, to
be in Need o f  Such Care 

Program benefits are limited to eligible recipients who require inter

mittent nursing facility care, continuous personal
care and/or supervi
sion. These services must be preauthorized and must be reevaluated 
every six months. If the reevaluation of care reveals that the pa
tient no longer requires high intensity, low intensity, or intermedi
ate care for the mentally retarded services and payment is no longer
appropriate in the facility, payment shall continue for ten (10) days 
to permit orderly discharge or transfer to an appropriate level of 
care. 

All individuals receiving nursing facility care must be provided care 

in appropriately certified beds. 


sion and/or who require

with an established 


in appropriately certified beds. 
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The fol lowingservicesarepayable  by theMedicaidProgramfor15.a. d
1-4rb.above when they are medical lynecessary and ordered by thea t tending  
physician.  The f a c i l i t i e s  may notchargetheMedicaidrecipientforthese 
services.(AlsoseeAttachment 4.19-D Exhibi t  B f o r  a de ta i ledexplana t ion  
of eachserv iceori tem.)  

(1)Routineservicesinclude a r egu la r  room ( i fthea t t end ingphys ic i an  
orders  a p r i v a t e  room, thefac i l i t ycanno tcha rgethe  f a m i l y  orre 
spons ib l e  pa r ty  any  d i f f e rence  in  p r iva t e / semi -p r iva t e  room charges: 
t h e  f a c i l i t y  e n t e r s  t h e i r  c h a r g e s  f o r  a p r i v a t e  room when b i l l i n g  
Med ica id ) ,d i e t a ryse rv ices  andsupplements ,medicalsocialservices ,  
nurs ingserv ices ,theuse  of equipmentand f a c i l i t i e s ,  m e d i c a l  and 
surg ica lsuppl ies ,podia t ryserv ices ,i temswhicharefurn ished  
rou t ine ly  and r e l a t i v e l y  u n i f o r m l y  t o  a l l  pa t i en t s ,  p ros the t i c  dev ices ,  
and laundryserv ices( inc ludinglaundryserv icesforpersonalc lo th ing  
which i s  thenormalwear ingappare linthefac i l i ty ) .  

( 2 )  	 Anci l l a ryse rv icesa rethosefo r  which a separatecharge i s  customari ly  
made. They inc ludephys ica ltherapy ,occupat iona ltherapy ,speech  
therapy,laboratoryprocedures ,  X-ray,oxygenandoxygen supp l i e s ,  
r e sp i r a to rythe rapy ,  and ven t i l a to rthe rapy .  

TN 90-36 Date Effective 10-1-90Approval NOV 14 1994 DateSupersedes 
TN # 89-20 
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16. Inpatient Psychiatric Facility Services for IndividualsUnder 22 
Years of Age 

The following limitations are applicable
f o r  inpatient psychiatric 
facility services f o r  individuals under2 1  years of age (or under 
22 years of age if an inpatient in the facility on the individual's 
21st birthday): 

(1) Program benefits are limitedto eligible recipientswho require 
inpatient psychiatric facility services on a continuous basis 
as a resultof a severe mentalor  psychiatric illness (including 
severe emotional disturbances)as shown in ICD-9-CMde.
Servicesshallnotbe , (P#Z-//ccR) 
covered if appropriate alternative services are available in 
the community. Services must be preauthorized and reevaluated 
at thirty day intervals. 

(2) 	Services maybe provided in a psychiatric hospital;or in a li
censed psychiatric residential treatment facility which the 
requirements of42 CFR 441 Subpart D. 

TN No. 90-32 

Supersedes 

TN No. None Approval Date 9/11/91 E f f e c t i v e  D a t e  11-1-90
- . .  
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S t a t ek e n t u c k y  

I 2,_Hospice limitaton 

T h ef o l l o w i n gh o s p i c el i m i t a t i o n  is  a p p l i c a b l e :  X M e d i c a i de l i g i b l e  
i n d i v i d u a l  who w i s h e s  to e l ec t  c o v e r a g eu n d e rm e d i c a i df o rh o s p i c ec a r e  
and who i s  e l i g i b l e  f o r  h o s p i c ec a r eu n d e rM e d i c a r e ,  must e l e c tc o v e r a g e  
u n d e rb o t hp r o g r a m s  f o r  c o v e r a g e  t o  e x i s tu n d e rM e d i c a i d .  

TK il 89-1 

S u p e r s e d e s  JAN 2 3 1933 
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24. 	 Any other medical care and any other type of remedial care recognized under the state law. 
specified by the Secretary. 

A. 'Transportation 

1. Ambulance Services. 

( 1 )  Emergency ambulance servicesshall be provided without preauthorization to and 

from the nearest hospital emergency room or appropriate medical facility or provider. A statement 

that the Medicaid recipient received emergency servicesshall be obtained from the medical 

personnel of thefacility which treated the recipient. 


(2) Nonemergency ambulance services toa hospital, clinic, physician's office or other health 

facility shall be provided if preauthorized. If the Department for Social Insurance local office is 

closed thenonemergency ambulance serviceshall be postauthorized Preauthorization and 

postauthorization shall be performed by the Department for Medicaid Services or
its authorized 
representative utilizing criteria shown in Items 2. and 3.  

2. Locally Authorized Medical Transportation. 

(1) A transportation preauthorization system administered at each local Department for Social 
Insurance Office shall provide forpreauthorized nonemergency transportation approvals, including 
nonemergency ambulance services,limited to theprovision of the services under the following 
conditions: 

(a) the recipient shall be traveling toor from a Medicaid covered service underthe state plan, 
exclusive ofpharmaceutical services; 

(b) the service shall be determined to be medically necessary; 

(c) payment for transportation shall be necessary to ensurethat the medical service is secured; 

______-___-. ______ 
T N  No. 95-8 

Approval Date 7'-.22-f" Date 7-1-95 
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_______ 

(d) failure to pay for transportation results in a hardship to theMedicaid recipient. A hardship 
shall not be considered to existif free transportation which is appropriate forthe recipient's medical 
needs is available or if use of an operational household vehicle is available, appropriate, and is not 
used for commercial purposes;and 

(e) the medical transportation provider, includinga private automobile carrier, has a signed 
participation agreement with the Department forMedicaid Services. 

(2) Locally authorized medical transportation shall be providedas necessary on an exceptional 
postauthorization basis with the additional limitation that the postauthorization shall be justifiedby 
the recipient indicating the need for normalmedical transportation arose and was provided outside 
working hours and that payment the transportation has notbeen made. 

-
3. Determination of Necessity. 

( I )  All approvals for nonemergencytransportation services and theprovision of preauthorized on 
and postauthorization, shall be made by theby the Department for Medicaid Services or 

Department's authorized representative. 

(2) Only transportation within the medical service area shall be approved. Transportation services 
provided outside the medical service areashall be approved by the Department forMedicaid 
Services or theDepartment's authorized representativeif the medical servicerequired by the 
recipient is not available in that area and therecipient has been appropriately referred by a local 
medical provider. 

(3) Only the least expensive available transportation suitable for the recipient's needs shall be 
approved. 

TN No. 95-8 

Supersedes Effective Date 7- 1-95 

T N  No. None 
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. Nursing Facility Services for Patients Under21 Years of Age 

A. Definitions: 


1. 	 "High intensity nursing care services" means care provided to 
Medicaideligibleindividualswhomeethighintensitypatient 
status criteria which shall be equivalent to ski1 led nursing care 
standards under Medicare. 

2. "Low intensity nursing care services" means care providedto 

Medicaideligibleindividualswhomeetlowintensitypatient 

status criteria which shallbe equivalent to the former intermedi

ate care patient status standards. 


3 .  	 "Intermediate care for the mentally retarded and persons with 
relatedconditionsservices''meanscareprovided to Medicaid 
eligible individuals who meet ICF-MR patient status criteria by
ICF-MRs participating in the Medicaid Program. 

6 .  	Services: 
~ 

Program benefits are limited to eligible recipients who require nurs

ing facility care services meeting the above definitions. These ser

vices must be preauthorized and must be reevaluated every six (6)

months. If the reevaluation of care needs reveals that the patient no 

longer requires high intensity, low intensity, or intermediate care 

for the mentally retarded services and payment is no longer appropri

ate in the facility, payment shall continue for ten (10) days to per

mit orderly discharge or transfer an appropriate level of care. 


All individuals receiving nursing facility care must be provided care 
in appropriately certifiedbeds. 

TN NO. 90-36 
Approval Date 10-1-90Supersedes Date l 4'994 Effective 

TN NO. 89-20 


